The maternity department of this hospital serves a deprived, multiracial, inner city population. Previous studies here have shown an increased perinatal mortality in the Indian and Pakistani groups.' The two major causes of perinatal mortality are the problems associated with low birthweight and congenital malformations; the latter being commoner in underprivileged women and within certain ethnic groups.2 3 The aim of this study was to analyse major congenital malformations occurring in a mixed ethnic community noting the pattern of malformation in the various groups and the contribution to perinatal and neonatal mortality. In addition the factors maternal age and consanguinity were noted and, although implicated, their precise influence on the incidence of abnormality was impossible to determine.
Patients and methods
The ethnic origin of all 15 438 mothers who de- Table 1 ). In the Indian group, however, the incidences of increased maternal age and consanguinity were low (Table 2 ). The distribution of the types of abnormality was similar in the Indians and Europeans except for many more alimentary abnormalities in the Indians (20 v eight in the Europeans; P<0.001). These Indian alimentary abnormalities were mainly bowel atresia: oesophageal (4), multiple intestinal (3), and anorectal (4).
Discussion
The Leicestershire group4 showed a higher perinatal mortality rate in their Gujurati population, with a higher lethal congenital abnormality rate. Similarly the Bradford workers5 have shown a higher perinatal mortality rate in their Pakistanis with a much higher infant death rate due to congenital abnormality and a high consanguinity rate. In our study, the highest incidence of congenital abnormality in the Indian group cannot be explained on the basis of increased maternal age or consanguinity and, when compared with the Europeans, was almost entirely due to more alimentary malformations, which must have either an environmental aetiology, a genetic predisposition, or the occurrence of a cluster of these abnormalities during the study period. Increased maternal age and consanguinity, however, in the Pakistani mothers may be factors in their higher incidence of multiple and chromosomal malformations. Although these results represent one community, we feel that detailed analysis over a four year period is worthwhile as an example of what seems to be happening nationally in mixed ethnic communities in industrial cities. In these areas where the incidence of low birthweight is high and lethal malformations an additional problem, it shows the fallacy of presenting the uncorrected crude perinatal mortality rate as an index of the standard of health care. 
